DEFARTMENT OF HEALTH AND HIU'MAY SERVICES FORM AFPROVED
HEALTH CARE FINANCING ADMINISTRATION OB N0, 9380214

MEDICARE QUESTIONNAIRE FOR BENEFICIARIES 65 OR OVER

NAME DATE OF RIRTH | MEDICARE NUMBER
JOHN Q. PUBLIC 7/23/1935 987654321X

INSTRUCTIONS: This information will be read by a computer. Fhutpril ns shown below, Stay

within the bozes. Use CAPITAL letters. Mark boxes with an X. USE BLACK OR

BLUE INK.
EXAMPLE| [A[BIC| | [1]2]3] | |

SECTION_A - INFORMATION ABOUT YOU

O 7/1/2000 , will YOU be working? \’ESE NO D {If NO, go wo SECTION B)
2) How many emplovees, including vourself, work for your emplover?
Don't know [_] 20 ormore B less than 20 [] (If less than 20, STOP, go to Section B)

3} Do you have any group health coverage through your current employment”?
YES E ND D (If MO, STOP, go io Section B)

Pleasc print the name of your emplover, and information about your group health plan in the spaces below:
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ADDRESS
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AN TIOWING | [ ||| ||| INLYS [V I|l: kot 1]

NAME OF GROLP HEALTH PLAN
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ADDRESS
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fROUP IDENTIFICATION NUMBER

AXILI2I3T(E | | [ | |

POLICY NUMBER

651431210 | |

SECTION B - MORE INFORMATION ABOUT YOU

1) Are YOU getting Black Lung (Coal Miner's) Medical Benefits”

YES[] NOBZ  If YES,DateBenefitsBegan: | | |—| | J=L | | | |

MM D D % |

1) Are YOU now getting anv medical services related to an illness or injury which occurred on the job, for which

Y OU have or will file a warkers' compensation claim?
vEs [] NOD®  If VES, Dateof Mnessortnjury: L1 _J=1 | J=| | | |
Mo} 7] F Y Y

If YES, Insurer Name
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3) Are YOU now getting any treatment for an illness or injury for which another party could be held responsible or could be
covered under no-fault, sutomobile, or liability msurance”

. YES B NO [] If YES, Date of lliness or Injury- %‘@@_M .

¥ ¥ ¥ ¥
If YES, Insurer Mame

\AICIMIE| [NMOIF|A[VILIT| |TN[S|VIRIAINICIE] | | | | | |
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1) Om  7/1/2000 , will your hushandiwife: be working? YES [[] ~o B wa []
(1f MO or N/A, STOF, sign bottom of form)
Husband "Wife's Mame Middle
FIRST Imitizl  Hushand™Wife's Social Security Number
(N N T T U N O R N L A L R

LAST

I 1 1 S I I

2} How many emplovees, imcluding your husbandwafe, work for vour hushandwife's emplover?
Dontknow || 20ormore [ ] lessthan 20 [] (If less than 20, STOP, please sign below)
3) Does vour hushandwife have group health coverage through his/her emplovment ! YES D NO I:l
What tvpe of coverage does vour hushand/‘'wife have under this health plan? (If NO, STOP, please sign below)
Worker only coverage I:I Family coverage (hushandwife)
Please provide the name of the emplover, and information about the emplover group health plan in the spaces below:
T EMPLOYER NAME
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